HR guidance on the recruitment and appointment of IAPT staff 

1. Introduction

The purpose of this briefing for SHAs, RDCs, PCTs, IAPT service providers and HEIs is to provide suitable HR advice regarding the recruitment and appointment of IAPT staff. Recruitment and Selection guidance has already been issued [Annex 2 May 2008]. We anticipate that services will need to put in place HR processes for the following staff groups: existing staff in local expansion sites, newly recruited qualified staff and trainees.

2. Staffing Components

2.1 Existing Staff

‘Transfer’ of existing staff to the new, expansion IAPT service.  The National Implementation Plan required that PCTs were selected on the basis they could provide a third of qualified staff to work within the new service to provide expert psychological therapies, based on NICE guidance, leadership, supervision and appropriate therapies. 

a. DH guidance as to who constitutes qualified staff has been previously issued (IAPT Workforce Briefing: Skill Mix and Staffing Profiles for Services April 2008). PCTs and SHAs have been asked to assess the suitability of these staff against the criteria identified and to record their relevant qualifications and experience using the Worker Registration Form.  An emerging picture is one of insufficient qualified HI workers available in the expansion sites. This will need to be addressed as a matter of urgency.

b. Where the IAPT service is already clearly established, staff will already be employed within the service. There may however be the need for formal transfer arrangements to be instituted. These include transfer of jobs/roles within the same organisation; and secondments from partnership providers (i.e. secondary care trusts), such as contracted specialist, sessional inputs, where employment remains with that organisation. All of these must be subject to clear local service level agreements.

c.  In many areas, however, the IAPT service will be being formed from a variety of existing services across primary, secondary, voluntary and independent sectors. It is important therefore that the parameters of the service are clear as well as the links with other local services. Equally, it is vital that staff are aware that they are formally working in an IAPT service and are therefore subject to all the requirements of the programme, including training, supervision, evaluation and so on. In this case, it is highly desirable for all staff, who are to be substantive members of the IAPT service, to go through a recruitment process.

2.2 Recruitment of qualified staff

Some services will need to recruit new staff to supplement their existing qualified establishment where there is a specific shortfall of qualified staff or to recruit to newly established roles (e.g. Clinical Directors). In these circumstances:

a. Specification of new staff should follow the already published criteria for staff qualified to deliver IAPT interventions.  

b. Attention should also be paid to the skill mix of the team and the profile of posts to ensure that essential areas of responsibilities such as therapy delivery, oversight of supervision, clinical governance, IT and outcomes management are covered by suitably qualified and experienced candidates.

2.3 Trainees

All services will be recruiting and employing staff, who require additional training on either low or high intensity IAPT training programmes delivered by local Higher Education Providers (HEIs). These are two separate trainee staff groups; depending on whether they are enrolled on Low Intensity [LI] or High Intensity [HI] training courses.  

 1) The supply of LI trainees is likely to come from graduates [mainly psychology] and local people to the service with life experience. It is not expected that there will be any major difficulty in recruiting to these posts; indeed it is probable that there will be inundation and multiple applications; it is for this reason that we produced our recommendations on SHA wide recruitment. It is expected that LI trainees will be appointed at band 4.

 2) The supply of HI trainees may be more problematic. We wish to target two groups:  

· Experienced and recently qualified psychological therapists (e.g. psychotherapists, clinical and counselling psychologists, nurse therapists, counsellors), who are currently not qualified from an IAPT perspective and would benefit from high intensity training. These applicants should have pre-existing post-graduate qualifications which are recognised by an appropriate professional body (i.e. BACP, BABCP, BPS or UKCP); the IAPT training represents up-skilling to their psychological therapy competences, 

· We also wish to recruit other experienced staff, who may not have formal professional accreditation in psychological therapies to the standard described above, but might have relevant experience of mental health services (e.g. counsellors, mental health nurses, graduate workers, occupational therapists, social workers), it is anticipated that their contribution to service delivery may be more restricted and require greater “on the job” training within the service, than the above category of staff. 

HR advice, which has been separately commissioned on dealing with the HI trainees, is as follows:

In principle:-

If it is the same job/role then it should have the same banding. Then, if there is proven difficulty in recruiting, a recruitment and retention premium may be offered.

If it is a different job/role – determined by the job description and the person specification, then different remuneration (banding) would be expected.  This might be the case if it is expected, for example, that clinical psychologists would be expected to use their additional skills and experience, thus leading to better client interventions both in terms of effectiveness and efficiency or they deal with people with higher levels of complexity.

Bandings are as follows:

· Band 6 starts at point 23 (£24,103) 

· Band 7 starts at point 28 (£29,091) 

· Band 6 ends at point 31 (£32,653 

· Band 7 ends at point 36 (£38,352) 

This means that 4 points on both scales are the same in any event.

Equal pay and the risk of establishing difference that is not defendable and can be challenged are inherent in this process. If a claimant can show that their work is of equal value to that of their comparator, and that an element of pay is less favourable, then the onus shifts to the employer to prove that the variation is "genuinely due to a material difference."

The requirement of 'genuineness' means that the reason put forward for the difference in pay must be the actual reason. The reason must also be 'significant and relevant'. Examples of genuine material factor defences that employers have used to defeat equal pay claims which are relevant to this case include:

· Market forces and skills shortages (using recruitment and retention premia) 
· Geographical differences (using recruitment and retention premia) 

· Different skills, qualifications and experience (using a difference in banding). 
As with most matters to do with pay and people, it is about assessing and managing the risks, which is why there will be differences in opinion on how best to approach the recruitment levels.
So the options are:

· Both types of HI trainees are banded at 6, but the more qualified group, whom we are hoping to attract to assist services in delivering effective services as soon as possible, may be eligible for  a Recruitment Premium [annex 3], which will effectively ensure that they are achieving a salary at band 7. At the end of HI training all trainees, if successfully passing, will go through the gateway for band 7.

· Using two separate person specifications and job descriptions, which distinguish between the different qualifications and therapeutic contributions to be made to the IAPT services by those already qualified in psychological therapies [band 7] and those starting their psychological therapy training afresh [band 6]. 

It is planned that in the future, newly qualified clinical psychologists will have achieved the competences for high intensity IAPT therapists within their existing three year doctoral training programmes to be clinical psychologists.

It is also planned to provide formal mechanisms for ‘top up’ training for experienced staff from 2009, rather than full LI or HI training, where this is appropriate.

3. General issues

3.1 Six job descriptions and person specifications, covering LI and HI trainees, LI and HI qualified staff, a clinical director and service manager, are provided in Annex 1 for local use. We would be pleased to receive suggestions for improvements as they are considered.
          The following Bandings have now been assessed independently as  follows:

· Band 4 Low Intensity Trainee
· Band 5 Low Intensity worker 

· Band 6 High Intensity Trainee

· Band 7 High Intensity Worker 

3.2 Contracts should be permanent as short term contracts are not attractive to staff and after 12 months have the same conditions applied to them.

3.3 Trainees that fail to complete the course within a reasonable time and given adequate support or raise competency/fitness to practice issues within their jobs will have their performance reviewed and managed. In exceptional cases it may be necessary for contracts to be terminated.

3.4 Arrangements should be in place for the return of staff to existing services, who have moved into or have been seconded into training posts, and for whom the new arrangements have been found to be unsatisfactory. Similar considerations need apply to staff taking maternity leave or opting for part-time employment for whatever reasons.

3.5  Those sites which are not found to have the right number of qualified, particularly HI, staff already in place, will need to consider top up training for them this year, as well as trying to recruit already qualified staff. This will be subject to a further briefing soon, but indications for how this might be achieved locally should be explored.

IAPT Workforce Team 
23 June 2008

Annex 1     Draft jds as separate attachments

Annex 2     Recruitment and retention
Annex 3     Skill Mix and Staffing Profiles for Services
Annex 4     Recruitment and Retention Agenda for Change Guidance

ANNEX 1
Draft job descriptions and person specifications submitted for AfC matching - attached as separate attachments 
IAPT Clinical Lead – to follow (not yet banded)
ANNEX 2

IAPT Workforce Briefing: 

Recruitment and Selection of IAPT staff

1.  Introduction

The purpose of this briefing for SHAs, RDCs and IAPT service and education providers is to provide advice on the recruitment process for IAPT qualified staff and trainees.  This encompasses: 

1) Those staff currently delivering psychological services in local PCTs which have been selected as extension sites.  

2) Those staff who will be recruited at a qualified level.

3) Those who will be trained at both high and low intensity levels. 

Job descriptions and additional HR advice on bandings will be issued at the end of May 2008.  

2. Recruitment principles

a) All candidates for IAPT services should go through the same recruitment process, with the exception of people who may be subject to a Service Level Agreement (SLA) to provide expert input on a part-time basis. 

b) The most competent / experienced staff and trainees should be selected irrespective of professional background.

c) Staff must be in post by the commencement of training courses beginning in October.  Ideally a start date in September would be preferable in order to allow staff to familiarise themselves with the IAPT service and undergo local induction procedures.  

d) Recruitment should be jointly carried out by service and training providers, ensuring coherence of selection requirements.

e) The application process should be handled through the NHS jobs website, including for shortlisting. 

f) The process must be in line with the HR processes of each employing authority. 

g) Specifically, the following are recommended:

· Letters of invitation to interview should include the following:- 

· The dates for interview

· A requirement to bring to interview, evidence of ID, proof of current earnings and proof of qualifications. 

· References should either be requested to be brought to interview or alternatively should be requested simultaneously with invitation letters.  (References have been shown to be the single biggest delaying factor in recruitment).

· Occupational Health departments should be alerted of significant numbers of staff would need to be processed as a matter of urgency during this period. 

· CRB links should be alerted similarly.  CRB checks cost £36 per person and this needs to be accommodated within the financial plan. CRB have been alerted to the anticipated large volume of staff and it does not appear to be a problem. Local services however need to process the paperwork asap and it is suggested that these forms are completed on day of interview  

3. Advertisements

Flyers have been sent, as an early alert, to training courses and to professional networks to announce that adverts will appear on NHS Jobs website in June.

4. Recruitment process

The recruitment process should be at an SHA level, and we recommend the following: - 

a) Organise an appointments board on an SHA basis, responsible for all staff selection.  

b) Ensure that recruitment panels are composed of representatives from all service providers, all training providers and include SHA / RDC members, service users and appropriate HR input.  The board should ensure that a series of parallel shortlist panels and interviews are coordinated on specific days, which are notified in advance to candidates.  

c) Common shortlisting and interview criteria should be agreed. 

d) Applicants for posts should be asked to identify preferences for where they wish to work. 

e) Employers and HEIs at interview should express preferences for desired applicants taking into account the preferences of applicants.  

f) RDC / SHA staff should oversee the allocation process to ensure it is transparent and equitable. 

g) Once contracts have been made and accepted local HR departments should follow through with contracts, CRB checks and occupational health clearance.

IAPT Workforce Team RH

20 May 2008 

ANNEX 3

SHA Guidance – April 08

IAPT Workforce Briefing: Skill Mix and Staffing Profiles for Services

Introduction

1. In response to queries, the IAPT Workforce Team has developed this briefing to cover:

· qualifications and experience required of “qualified” staff currently making up or likely to be recruited to IAPT services

· general skill mix of teams and staff profiles

2. Many of these issues are discussed in the updated IAPT publication “A Practical Approach to Workforce Development” (http://www.mhchoice.csip.org.uk/ psychological-therapies.html).

3.  Within IAPT there will be two main groups of therapists – those providing low intensity [LI] interventions and those providing high intensity [HI] interventions. These are defined in the National Implementation Plan and the IAPT Commissioning Toolkit, together with National Training Curricula (www.dh.gov.uk/en/Publicationsandstatistics /Publications /Publications PolicyAndGuidance/DH_083150). This staff team will reflect a multi-disciplinary service, equipped to deliver the psychological interventions recommended in existing NICE guidelines for depression and anxiety disorders.

Who makes up the existing “qualified staff” for a new IAPT service?

4. SHAs have been asked to select PCTs that can demonstrate that providers will have at least a third of the staff for the proposed service, currently available or that can be recruited. These staff should have sufficient training and experience to deliver the service according to the IAPT National Implementation Plan. Until staff are produced from the training courses for low and high intensity therapists, it is difficult to determine who is and isn’t qualified to deliver this service model. 

5. There are capacity constraints on the availability of suitable staff, but, if the success of the IAPT programme is to be realised, it is essential that the therapists and supervisors that make up existing services are appropriately qualified and trained. This is particularly important, as the competences of trainees completing these training courses will be determined in part by the skills of the existing staff within the service. 

6.  SHAs will need to satisfy themselves that “qualified staff” who are being committed to new IAPT services by PCTs have the relevant training and experience particularly in cognitive behaviour therapy. To assist with this process, they may wish to follow the actions below:

· Existing staff are named and their credentials reviewed by senior clinical staff; a ‘Worker Registration’ form is attached [Appendix 1]. The national Expert Reference Group can provide assistance if required, via the IAPT Clinical Adviser (Prof. David Clark, d.clark@iop.kcl.ac.uk) 

· The national CBT Competence Self-Assessment Tool is used by all existing staff employed to deliver CBT (expected publication in September 08); non-CBT staff should use other relevant Competence Self-Assessment Tools (further guidance will be provided in September 08)

· PCT implementation plans acknowledge the need to ensure all IAPT existing qualified staff are fully accredited in accordance with the national Framework on publication (early 09)

7. For low intensity therapists, it is likely that these will be experienced graduate workers with TWO years experience, who have already received training and experience within guided self-help and CBT interventions. Services should use the job descriptions and person specifications already developed and found in the “Practical Approach to Workforce Development”. 

8. For high intensity therapists, there are several overarching requirements: 

· they should be well qualified, experienced and competent psychological therapists

· in this initial recruitment phase, they should be able to evidence training and practice within CBT for anxiety and depression, and preferably have experience and training in supervision also

· senior staff should have experience of various functions such as governance, outcome measurement and IT systems, as outlined below (see diagram). 

9. It is likely that a flexible approach to recruitment will be needed to ensure sufficient staff numbers are employed and retained, and the right skill mix is maintained. We have not specified disciplines from which staff will be recruited since they should be selected according to competence and relevant experience. The following points are also important when considering the high intensity workforce:

· High intensity therapists for delivering CBT will be required to be a BABCP accredited practitioner 
 or able to demonstrate eligibility or equivalence. The current accreditation requirements have recently been revised by BABCP (http://www.babcp.com/). Generally, IAPT therapists delivering CBT should be able to evidence within twelve months of employment that they have completed a relevant professional training, have been accountable to a senior professional for one year after qualification, can provide a satisfactory statement of training in CBT, and have ongoing CBT supervision and CPD. 

· Applied psychologists, psychotherapists and experienced counsellors, who can demonstrate an equivalent degree of experience, pre- and post-qualification training in CBT, and supervision and CPD activities, should also be included. It is likely that such staff will have been qualified for at least four years. 

· Whilst the majority of LI and HI interventions are NICE recommended CBT interventions, it should be noted that NICE guidance, as referenced in the IAPT Commissioning Toolkit, indicates that Interpersonal Therapy, Couples Therapy and Counselling are also recommended. At this point, however, it is important to prioritise the recruitment of qualified staff from CBT specialists, who are able to function as clinical supervisors for CBT trainees. 

· An individual audit tool has been commissioned to assess CBT competences, based on the work of Roth and Pilling, which will help to define the extent of an individual’s competence within CBT and any additional training requirements needed. This will be available in September 2008. We will also be updating our guidance to provide further help for assessing other recommended therapeutic competencies.

· Supervisors will need to demonstrate the successful supervision of five appropriate therapists in training (e.g. CBT trainees, trainee applied psychologists, graduate workers) and have undertaken themselves training in clinical supervision. Supervision courses for IAPT staff will be provided as part of the IAPT initiative and it is recognised that some of the initial supervisors in services may have to start supervising before completing those courses. They will also need to have met the requirements of a qualified therapist described above. 

· Senior staff will have to meet the criteria above for a qualified therapist, and also evidence experience in managing and leading relevant teams or psychological therapy services. 

10. In subsequent years, “qualified” staff will also be defined as those that have successfully completed accredited HI or LI training courses. It is planned that these initial HI courses will be accredited by BABCP whereas LI will be assessed by SHAs against a set of National Standards for LI IAPT Training. It is also likely that all staff will be subject to statutory regulation by the Health Professions Council, which will ultimately take responsibility for standards of proficiency and monitoring of associated training courses.

11. Further guidance on the management of psychological therapy services, although predating IAPT, is available within the DH 2004 Report on “Organising and delivering psychological therapy services” www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4086100. In addition, the BPS and CSIP through New Ways of Working in Applied Psychology have also jointly published a good practice guide about IAPT www.newwaysofworking.org.uk  and this document has useful guidance on many aspects of service redesign and implementation within psychological therapy services. In preparation also is a comprehensive guide, New Ways of Working for Psychological Therapists, which will map how the various career frameworks can fit within new IAPT services.

General Skill Mix of Teams and Staff Profiles

12. Services will need to consider how they will manage their budget to ensure that the skill mix of staff recruited is affordable. The LI therapists will form approximately 40% of the staff group. They will be recruited at band 4 as trainees; be promoted to band 5 on completion of training and have the opportunity to progress in a career as an LI practitioner to band 6. The skills and competencies for those providing low intensity interventions are described in the Practical Approach to Workforce Development. The HI therapists will form approximately 60% of the workforce. They will generally be recruited at band 6 as trainees
 and be promoted to band 7 on completion of training. 

13. All HI qualified staff will have the opportunity to progress in their careers to bands 8a, 8b, 8c, 8d and 9 depending on the expansion of their roles, responsibilities and their capabilities and competences. Additional significant responsibilities will include the supervision of both LI and HI staff and the development and management of IAPT services.

14. The quality of a psychological therapy service is determined by more than just the quality and numbers of staff delivering psychological therapies.  For IAPT services, in particular, the ability to establish and manage stepped care systems and commitment to ongoing clinical supervision and case management for all staff are important. This will require the development of formal supervision and IT systems, and ongoing training and support for clinical supervisors within teams. In short, IAPT services will require senior staff with training and experience that goes beyond that of being a competent clinician. As we establish the programme nationally, leadership training and ongoing support for senior staff will be developed.

The diagram below summarises the range of roles and competencies, in addition to providing expert therapy, which are required within services:


15. It is important when deciding on a staff profile for the team that jobs are established and suitable people recruited in order to fulfil the functions outlined above. The service lead / director of the service will carry overall accountability for the service and as such will need to be in a senior position. They will likely be appointed at band 8c, 8d or 9, depending on the size and complexity of the IAPT service. It is likely that responsibility of some of these roles will be devolved to other team members. The requirement of additional roles and levels of responsibility and supervision has a bearing on the amount of clinical work that person carries out, and the banding on which they are employed.

16. The national costing schedule identified the following hypothetical staff profile (see table below): 
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17. Services may consider this profile in order to structure the various management, governance and supervision functions required within the service, also taking into account the current gradings of existing, fully trained staff and the state of the local market for qualified staff. In order to assist in scoping the readiness of existing qualified staff to deliver IAPT services, a worker registration form is attached [Appendix 1].

18. Further guidance will be issued on the Career Framework for Psychological Therapy Services, to include the development of a suite of job descriptions and person specifications for IAPT services. A draft framework, which was produced as a result of the New Ways of Working for Applied Psychologists Project is attached [Appendix 2].

ANNEX 4a

Agenda for Change Guidance

Taken from Agenda for Change Terms and Conditions of service handbook - Version 2, August 2007 - Updated April 2008 (Annexes Annex J: Criteria for local R&R premia - NHS terms and conditions of service handbook)
http://www.nhsemployers.org/pay-conditions/agenda-for-change.cfm
Local recruitment and retention premium criteria
1. To ensure consistency in the application and payment of recruitment and retention premia, local employers should adhere to the following protocol.
Recruitment
2. All new vacancies should be advertised in relevant local, regional, national and/or professional media.
3. Where adverts have produced no suitable applicants, HR personnel service/department managers and staff representatives should consider the reasons for this. Account should be taken of the number of applicants, relevant national vacancy data and local labour market information, the media used and any non-pay improvements which could be made to the employment package (e.g. training opportunities, childcare, relocation), or any expected increase in the supply of staff suitable for the post.
4. If it could be reasonably assumed that vacancies could be filled through, for example, advertising in different media or by waiting for an expected increase in supply (for example from new trainees) then vacant posts should be re-advertised.
5. However, if on the basis of paragraphs 2 and 3 above, it is decided that the vacancy problem can be addressed most effectively only through payment of a recruitment and retention premium, the employer should decide in partnership with local staff representatives whether the problem is likely to be resolved in the foreseeable future (in which case any premium should be short-term) or whether it is likely to continue indefinitely (in which case any premium should be long-term (see Section 5).
6. The employer should then consult with neighbouring employers, the strategic health authority, workforce development confederations, staff organisations and other stakeholders, before implementing any premium.
Retention
7. Before consideration is given to paying recruitment and retention premia to increase retention of staff, HR personnel, service/department heads and relevant staff representatives should ensure non-pay benefits (e.g. childcare support, training and development) are sufficiently developed.
Where possible, local turnover rates should be compared with national rates. Employers are also advised to undertake regular exit surveys to assess how far pay is a factor in employees’ decisions to leave the  organisation.
8. However, if it is decided that a retention problem can be addressed most effectively only through payment of a recruitment and retention premium, the employer should decide whether the problem is likely to be resolved in the foreseeable future (in which case any premium should be short-term) or whether it is likely to continue indefinitely (in which case any premium should be long-term (see Section 5).
9. The employer should then consult with neighbouring employers, the strategic health authority, workforce development confederations, relevant staff organisations and other stakeholders.
Review
10. Once recruitment and retention premia are awarded, they should be reviewed annually. This review should be done by HR personnel, relevant service/department heads and staff representatives.
11. The review should consider, amongst other factors:

· how far the recruitment and retention premia have allowed the NHS organisation to reduce its vacancy rates and turnover

· the likely impact on vacancies of removing or reducing a recruitment and retention premium

· any changes in labour market circumstances.
12. The principle consistent with equal pay for work of equal value should be that where the need for a recruitment and retention premium is reduced or has ended, short-term premia should be reduced or withdrawn as soon as possible consistent with the protection period in Section 5. Long-term premia should be adjusted or withdrawn for anyone offered a qualifying post after the decision to withdraw or reduce the premium has been made.
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� It should be noted, however, that whilst many applied psychologists, for example, are members of the BABCP and practise using CBT methods and models, few are accredited therapists since their professional practice qualification has been that of a Chartered Psychologist rather than a CBT practitioner. For this reason, equivalent professional accreditation should also be considered.


� Initially, some newly qualified clinical psychologists and other therapists may be recruited at band 7 but still require HI training. It is expected that future psychological therapy training courses will be revised to ensure that newly qualified professionals, including doctoral psychologists, psychotherapists and counsellors, are also IAPT qualified.
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